Introduction
Identifying preventable causes of premature birth and premature rupture of membranes (PROM) remains a major challenge in the reduction of perinatal morbidity and mortality. Prematurity, among other complications, accompanies at least 20% of pregnancies during which syphilis was diagnosed. Maternal infections with Chlamydia trachomatis, Group B streptococcus, Ureaplasma urealyticum, Mycoplasma hominis, Trichomonas vaginalis, Staphylococcus aureus and bacterial vaginosis have statistical associations with adverse pregnancy outcome. [1] [2] [3] [4] [5] [6] Case reports78 and case-control studies9-'1 also suggest an association of maternal gonorrhoea with premature delivery and chorioamnionitis, but prospective data are extremely scarce. 12 At least one prenatal cervical culture for Neisseria gonorrhoeae is recommended during pregnancy." In African countries, in spite of prevalence rates of gonorrhoea as high as 5% to 20%,'4 '5 such preventive measures are largely non-existent'6 and when a diagnosis is made, it may be difficult to reach the patient for treatment.
In this study in an African setting, where the diagnosis of syphilis and gonorrhoea was made at the first antenatal visit, we have prospectively related both infections with prematurity and low birth weight.
Material and methods In 1988 we examined 256 consecutive black pregnant women at Kalafong Hospital, Pretoria, South Africa at their first antenatal visit for cervical N gonorrhoeae and for syphilis serology. This was part of a larger study of cervicitis in pregnancy. 17 For culture of gonococci, the cotton-tipped swab was transferred after three rotations in the endocervical canal to Stuart's transport medium according to Amies, plated the same day on Thayer-Martin agar, and colonies were examined after two days at 37°C. Duplicate swabs were taken at random from 67 women during the next visit, from one week to four weeks later.
Sera were examined by the Rapid Plasma 
Results
Fifteen women had evidence of recent syphilis (9%). Of these, eight women had been adequately treated, four were not treated at our institution and could not recall having had treatmnent elsewhere, and three recalled they were definitely not treated. In analysing the association of "untreated syphilis" with pregnancy outcome, the latter seven were taken as one group. Thirteen percent of the women had positive chlamydia antigen and nine (5.4%) had untreated N gonorrhoeae during pregnancy.
Seventeen percent delivered before completion of 37 gestational weeks. After multivariate regression analysis, younger women, women having multiple recent partners (during last six months) and women with late sexual debut had babies with lower birth weight (table 2). The interval between sexual debut and the index pregnancy was reciprocally linked to birthweight (p = 004). Other sociodemographic or obstetric characteristics were not associated with low birth weight ( Besides syphilis and N gonorrhoeae infection, low age-adjusted parity, multiple recent sex partners and late sexual debut were risk factors for lower birth weight. While the former two were since long recognised as risk factors for lower birth weight and prematurity, late sexual debut may at first seem a rather unusual risk. However, the shorter interval between sexual debut and actual pregnancy may increase the risk for active genital infection and hence explain the elevated prematurity rates.
In developing countries tracing and treating gonorrhoea during pregnancy is limited by the frequent absence of symptoms and the difficult implementation of treatment to all positive women. Routine endocervical cultures and treatment for gonorrhoea should be promoted in pregnancy, in addition to routine postnatal ocular prophylaxis as a measure to prevent neonatal complications caused by N gonorrhoeae. As the presence of N gonorrhoeae and other pathogens in the cervix is 
